Abstract
INTRODUCTION
Echinococcus Granulosus is a parasitic organism that cause Hydatid disease in humans. While it matures into it's worm form in canine Gastrointestinal tract, in human and sheep GIS tract it cannot evolve into the mature form, rather by leaving the bowels and immigrating to other organs (usually liver) evolves to the well known cyst form. Hydatid cyst is often asymptomatic and it is usually diagnosed incidentally during imaging. Hydatid cyst of liver has two significant complications: The cyst could fistulize into the biliary tract or and the cyst could rupture into the peritoneal cavity. These complications are observed in one third of the cases (1, 2). Fistulization of hydatid cyst into the gastrointestinal tract is rarely encountered (3).
CASE
A 80-year-old male patient admitted to the KEAH Emergency Department ER with complaints of abdominal pain, fever and fatigue. He had these complaints for about 20 days and due to the loss of apetite his oral food intake was considerably decreased and his general physical condition had deteriorated. Although he had no systemic disease, his history revealed that he had been diagnosed with liver hydatid cyst 15 years ago and refused treatment. During his physical examination, a rigid, painful 20x15 cm mass completely occupying the right upper quadrant of the abdomen was palpated. Laboratory examination revealed WBC: 5.2x 109/L, HGB: 8.8g/dL, HCT: 27.1%, ALP: 480 IU/L, AST: 36 IU/L, ALT: 34 IU/L, albumin: 1.8g/dL, and CRP: 160. Ultrasonographic images demonstrated a 20x15 cm cyst in the right lobe of liver with daughter vesicles and intense air echoes. There was also mild amount of free fluid (reactionary) in the abdomen. MRI revealed a cystic formation in the right lobe of liver extending to the hilus level and dislocating the vascular structures to the medial. It was a relatively thick-walled Type 3 hydatid cyst with daughter vesicles and thin septas ( Figure 1 ). The patient was hospitalized and upon iöproving his general condition (HGB: 10.0, HCT: 30.3) admitted to OR on the 2nd day of hospitalization. During exploration, the hydatid cyst originating from the right lobe of liver was observed. It had adhesions to the adjacent organs (gall bladder, duodenum, stomach) and the omentum. After the infected cyst drained and we observed that the cyst had fistulized into the duodenum (Figure 1 ). The 1x1.5 cm. duodenum defect was repaired with silk sutures and an omentum patch was placed. Cyst wall was excised partially and capitonized. On postoperative 3rd day, low-flow bile fistula (250cc/24h.) was formed. The fistula was closed on the postoperative 9th day. Patient was discharged with full recovery on the postoperative 14th day. No problem had occurred during the over the 6-month follow-up.
DISCUSSION
Hydatid cyst is encountered endemically in North America, South Africa, and Central Asia and in some parts of China, and Eastern Turkey due to the uncontrolled canine population (literature). In humans, it is most frequently located in the liver (50-75%). In general, it is solitary (72%). The cyst is composed of 3 layers; the innermost one-cell thick germinative membrane and the laminar membrane covering it belong to the cyst and the outer 3rd layer, adventitia, is composed of the fibrous tissue of the host. The patients are mostly asymptomatic and usually diagnosed incidentally during imaging. In symptomatic patients, the most common symptoms are abdominal pain and a mass in the abdomen (1, 2). As the cyst grows into the parenchyma of the liver, its wall gets thinner due to the increasing internal pressure. As a consequence, the cyst could often rupture into the biliary system and rarely into the peritoneal cavity. Rupture into the biliary system is 9%-30% in large series and may cause jaundice and cholangitis. Drainage of the biliary tract with ERCP might be required. Peritoneal perforation, which might cause life-threatening anaphylactic reaction (1-12.5%), is observed in 10-16% of the patients (trauma plays an important role) and requires immediate surgical intervention (2) . In patients with complicated liver hydatid cysts, morbidity and hospitalization increase. Important factors for the rupture of the cyst into biliary tract and peritoneal cavity are diameter and the age of the cyst (2). The fistulization of the cyst into the gastrointestinal tract is very rare (0.15%) and in literature, it is only encountered in a few case reports (3, 4, 5) . Detection of air in the cyst should alert the physician for the gastrointestinal fistula formation (3, 4, 5) . Most of the cases in the literature had air in the cyst as this case. Furthermore, it can be hypothesized that in this case the diameter of the cyst and the delay the treatment (15 years) are the causes of fistulization.
Although surgical treatment is still the indisputable choice, interventional radiological treatment has been widely used in recent years. Besides conservative surgical treatments such as partial cystectomy or drainage, radical surgical procedures such as pericystectomy or hepatic resection can also be performed. In general view, no major surgery is required for a benign pathology. However, radical surgery can be performed in selected complicated cases (6) . Preoperative and postoperative albendazole treatment is effective in preventing recurrence, and the recurrence rate after all surgical treatment alternatives is less than 10% (7).
In conclusion, delayed diagnosis and treatment of liver hydatid cyst lead to complications. In this case, a patient with liver hydatid cyst fistulized into the duodenum was presented and the importance of the age and the diameter of the cyst in the development of the complication were emphasized.
Figure 1. MR image of the cyst and intraoperative image of the cyst

